INTRODUCTION {#sec1-1}
============

Anorectal malformation (ARM) with rectobladder fistula in male patients occurs in about 10% of cases.\[[@ref1]\] Laparoscopic operations have replaced the traditional open procedure, allowing access to the abdominal cavity without significantly traumatising the intervening tissue.\[[@ref2]\] Robot-assisted anorectal pull-through (RAARP) makes use of fundamental concepts learnt from decades of high-ARM open repair, and combines them with modern advances in surgical instrumentation and techniques.

This case report highlights the benefits of robot-assisted surgery (RAS) for this type of ARM, as it offers good visualisation of the deep pelvis and allows up to 90° of articulation, which permits easier closure of the fistula, improves reconstruction technique, and minimises trauma to important surrounding structures, providing better visualisation of the muscular complex.

CASE REPORT {#sec1-2}
===========

A male born at 41 weeks of gestation was referred to our service due to an imperforated anus. Physical examination showed no evidence of perianal fistula, and colostomy was performed at 24 h of life. The colostogram showed rectoposterior urethral fistula, and RAARP was performed at 5 months of age without any complications, the patient being discharged on the sixth day after operation. On follow-up the patient shows favourable evolution, being continent after the closure of the colostomy.

We used a total-body preparation so that we had access to both the abdomen and the perineum. The operation was preceded by a cystoscopy, which identified the fistula at the posterior urethra.

The RAARP was performed with a pneumoperitoneum pressure of up to 8 mmHg. A telescope (8.5 mm, 30°) was introduced through the umbilical orifice, and three operative trocars (8 mm) were placed, one in the right upper quadrant below the colostomy site, the other in the left lower quadrant, and the last one subxifoid. A conventional technique as described by Georgeson was used. Liberation of the front and lateral sides of the rectum was done, separating from the bladder, and blunt dissection was performed until the bladder neck to isolate the fistula and dissect it to the urethra. Ligation was made with absorbable suture. The robot allowed us to perform the dissection and ligature of the fistula as close as possible to the muscular layer of the bowel, taking great care to avoid injuring the urogenital structures \[[Figure 1](#F1){ref-type="fig"}\].

![Rectourethral fistula](JMAS-12-176-g001){#F1}

The anal area with maximal contraction was identified using transcutaneous electrostimulation and this area was subsequently marked, permitting ideal placement of the rectum. The rectum was passed in front of the levator muscle, immediately behind the urethra, and a 10-mm vertical midline incision was then performed in the perineum at the place where we previously identified the centre of maximal contraction. The anorectal pull-through with minimal perineal dissection was guided by the internal robot-assisted light. After the anoplasty was completed, the rectal position was controlled by robot for the last time.

DISCUSSION {#sec1-3}
==========

RAS has gained enormous popularity by providing a highly magnified three-dimensional image that improves hand-eye coordination. Robotic systems are being used for an increasing variety of reconstructive procedures because of their advantages: Motion scaling, greater optical magnification, stereoscopic vision, increased instrument tip dexterity, and tremor filtration which allows delicate motions in small areas in a procedure that would otherwise require advanced laparoscopic expertise.\[[@ref3][@ref4]\]

The main benefit of RAARP is that it allows easier closure of the fistula even if is located in the distal part of the bladder neck or even the urethra. Using conventional laparoscopy, this closure is usually difficult because of the stiffness of the instruments, and requires advanced laparoscopic expertise.

Another advantage of RAARP is the extra mobility it brings, with the wrist-like mechanism that can be performed with the instruments. This is important in the muscle complex dissection for the introduction of the rectum through the puborectal muscle so that we can achieve continence in future. Laparoscopically, with 30° optics we can see where the complex is, but the instruments used fail to allow proper dissection of it. This problem is solved with RAS: Thanks to the twist that can made by the instruments, it is possible to dissect the muscular complex at the exact angle through which one can introduce the rectum to take it to its final position and perform anastomosis \[[Figure 2](#F2){ref-type="fig"}\].
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